ABSTRACT: Despite wide support among physicians for practicing patient-centered care, clinical interactions are primarily driven by physicians' perception of relevance. These perceptions of relevance depend on the physician's own biographical background. While some physicians will perceive a connection between religion and patient health, this relevance will be less apparent for others. I argue here that physician responses when religious/spiritual topics come up during clinical interactions will depend on their own religious/spiritual background. The more central religion is for the physician, as reflected by their religious/spiritual orientation, intrinsic religiosity, and religious coping, the greater their perception of religion's impact on health outcomes and their inclusion of religion/spirituality within clinical interactions. Using a nationally representative sample of physicians in the U.S. and mediated path models, I estimate models for five different physician actions to evaluate these relationships. I find that a physician's religious background is strongly associated with whether or not they think religion impacts health outcomes, which is strongly predictive of inclusion. I also find that not all of the association between inclusion and physicians' religious background is mediated by thinking religion impacts health outcomes. Issues of religion's relevance for medicine are important to the degree that religious beliefs are an important dimension of patients' lives.
Is this Relevant?: Physician Perceptions, Clinical Relevance, and Religious Content in Clinical Interactions
Who decides what is relevant in a conversation between a physician and patient? Is anything the patient wants to talk about or share with the physician fair game? Or is it the physician's role to direct the conversation toward what he or she sees as medically relevant?
Most often it is the latter, and in the process, the physician's decision may actually bypass patient-centered care.
Problems arise when patients want something different from the interaction with their physician. Toombs (1987) argues that patients almost universally understand their illnesses in terms of their everyday life while physicians tend to think of illnesses in terms of physical indicators with a named diagnosis and specific treatment. When patients and physicians talk about illness, they tend to be referencing different realities. If the gap between these realities is large enough, a failure in health care can occur (Toombs 1987) .
While both parties have a role to play during clinical conversations, both the physician's and patient's identity are biographically constrained, which means that out of each identity flows perhaps differing perceptions of conversational relevance. While ill patients understand their illness in terms of their everyday lives, they also have some idea of what information their physician expects them to share. What patients think they should share and what the physician wants them to share, however, is not always the same. Dubbin, Chang, and Shim (2013) find that even when physicians seek to practice patient-centered care, they still have strong perceptions of what is relevant in any given conversation with patients, and patients do not always have the ability or background to live up to these expectations. The problem is that what physicians see as relevant may not always be in line with what the patient needs for best care. Patient-centered care is defined by the physician's ability to get a feeling for who the patient is as a person, in addition to diagnosing the patient's physical ailment and designing a treatment with a good prognosis of success (Mead and Bower 2000) .
Many patients want their physicians to ask about or at least be aware of their religious beliefs (Bernard, Quill, and Tulsky 1999; Ehman et al. 1999; King and Bushwick 1994; Koenig et al. 1991; MacLean et al. 2003; Phelps et al. 2012; Wexler and Corn 2012; Williams et al. 2011; Winkelman et al. 2011) , but this rarely takes place (Cadge, Calle, and Dillinger 2011; Koenig et al. 1991; Williams et al. 2011) . The physician's propensity to take into account a patient's religious beliefs will tend to vary not just according to the patient's beliefs but also according to the physician's own religious/spiritual orientation, intrinsic religiosity, and centrality of religion for making sense of life. This study compares the physicians' religious/spiritual backgrounds with how they respond when religious topics come up in clinical interactions. The purpose is to begin building a construct to make sense of how personal beliefs and values change, shift, and merge with professional beliefs and values. Specifically, I argue that the more central religion is to the physician, the more likely he or she is to have connected these personal beliefs to the profession of healing patients. Those physicians who think religion matters for the health of patients will include religion/spirituality in their interactions with them more often than will physicians who do not see this connection. Using a nationally representative sample of physicians and five different mediated path models predicting physician actions, I find that thinking religion impacts patients' health does mediate the relationship between physicians' religious/spiritual backgrounds and their clinical practices. Physicians' beliefs include beliefs about the impact of religion on patient health, which is then related to their actions in clinical settings. (Epstein et al. 2005) , two of which are pertinent here. First, a patient should be treated as an individual with experiences, not merely a biological host for some illness or a living example of a list of clinical indicators (Dubbin et al. 2013; Mead and Bower 2000) . Second, the physician should make an attempt to understand the perspective of the patient so that the two can come to a shared understanding of the illness, the plan of treatment, and the impact on the patient's life (Epstein et al. 2005; Halpern 2001; Toombs 1987 ).
As Kitson et al. (2013) point out, while there is near unanimous agreement in the philosophical approach undergirding patient-centered care, there is rarely agreement on what this means clinically. Similarly, in a qualitative study, Dubbin, Chang, and Sim (2013) find that it may be challenging for a physician to live up to the lofty goal of patient-centered care. Quite often patients did not have what Dubbin, Chang, and Sim refer to as the "cultural health capital" to successfully provide the clinical goods expected by their physician. This means that while physicians may agree they should pursue patient-centered care, their own cultural background shapes what they perceive as relevant and irrelevant for clinical interactions. In other words, it can be a challenge for any physician to really practice patient-centered care because the physician's perception of relevance always directs patient interactions. Toombs (1987) persuasively made a similar argument from a phenomenological perspective. She argued that everything becomes what it is to us by focusing on one dimension or another of any given object or experience. Following Schutz (1962a Schutz ( , 1962b , she then argues that what anyone focuses on in a given situation will depend on their biographical background, and medical interactions and illness are no different. Because the physician tends to focus on illnesses as a disease process while the patient tends to focus on illness in the terms of everyday life, potentially little overlap occurs in terms of the patient's and the physician's horizons of meaning. To put this another way, the two may struggle to connect with one another because although they are conversing about one thing-an illness-that single illness is literally two different realities-the disease process inferred by the physician and the disrupted everyday life of the patient.
This difference between the illness confronted by the physician and the illness experienced by the patient is why patient-centered care is so important. Significantly, physicians tend to have the most success helping patients make sense of their illness and facilitate their path back towards health when patient experiences are taken into account in medical interactions (Frank 1991; MacIntyre 1977) . Because patients make sense of sickness through the context of their biographical background, it should not be surprising that many patients want their religious beliefs to be at least some part of their health care (Koenig et al. 1991; Williams et al. 2011 ).
Just as physicians' cultural backgrounds direct perceptions of clinical relevance (Dubbin et al. 2013) , physician reactions to the presence of religious content in clinical situations will not be the same for all physicians.
Physician Religiosity/Spirituality and Medical Interactions
Four-part Religious/Spiritual Typology. When considering differing physician perspectives regarding the relevance of religion for clinical interactions, a physician's own religious orientation, intrinsic religiosity, and religious coping is important. As demonstrated in an earlier study (Franzen 2014) , individual religious/spiritual orientations-such as claiming to be "religious and spiritual," "spiritual but not religious," "religious but not spiritual," and "not religious or spiritual" (hereafter RAS, SBNR, RBNS, and NROS)-are in some ways more helpful than other measures (for instance, congregational attendance rates) for gauging such social processes as physician-patient interactions. In line with theoretical relationships and implications outlined by Jang and Franzen (2013) , these orientations relate to medical interactions and are helpful for two reasons. First, religiosity and spirituality correlate with fairly distinct ways of believing and how those beliefs connect with day-to-day life. Are religious beliefs all-encompassing for reality, or are they highly peripheral and easily compartmentalized or ignored? Are they best reflected in organizational or communal practices and statements of faith, or are they best reflected in an individualized and personal pursuit of the transcendent?
Second, separating self-identified spiritual or religious orientations in this way also allows researchers to differentiate individuals who are spiritual but not antagonistic towards communal or organized religious practices from those who are spiritual but opposed to organized and communal expressions of belief.
These "religious" and "spiritual" typological categories tend to follow certain social patterns of belief and behavior. On one hand, the religious dimension tends to relate to beliefs and practices that are communally and organizationally based, tradition and creed-oriented, and associated with institutional and social pressures (Pepper, Jackson, and Uzzell 2010; Piedmont 1999; Saucier and Skrzypinska 2006; Schlehofer, Omoto, and Adelman 2008; Wink et al. 2007; Wink and Dillon 2003; Zinnbauer et al. 1997; Zwissler 2007) . The spiritual dimension, on the other hand, generally relates to an individual's subjective beliefs and pursuits, is often characterized by a propensity for "spiritual seeking" and personal experiences, includes nontheistic ideas of a higher power and an interest in unorthodox beliefs and practices, and may cooccur with negative feelings towards organized forms of religion (Fuller 2001; Jang and Franzen 2013; Piedmont 1999; Roof 1993; Saucier and Skrzypinska 2006; Schlehofer, Omoto, and Adelman 2008; Wink and Dillon 2003; Wuthnow 1998; Zinnbauer et al. 1997 ).
This four-part typology is effective but denies, or at least largely downplays, some of the variation that exists when it comes to how religiosity affects the rest of an individual's life. This missing element is largely what is captured by measures of intrinsic religiosity (Hoge 1972).
Intrinsic religiosity is not a measure of behavior but is a measure of motivation related to "personal religion" (Cohen and Hill 2007) that then tends to be associated with behaviors. More simply put, it drives action. It is a useful addition to religious/spiritual orientations because it helps us differentiate this internal motivation from some of the more structural connotations that distinguish some of the religious/spiritual typological categories.
Religious Coping and Medical Socialization/Practice. A key dimension of religion for Weber (1993) was theodicy, its ability to recreate meaning in the face of suffering, loss or pain.
This ability to explain and cope with human suffering is relevant for medicine and medical socialization, as demonstrated by Balboni et al. (2015) who show that religious medical students appear to be better equipped or to have more resources than the non-religious to deal with the suffering and challenges they face, a point Curlin et al. (2005) also verified for practicing physicians. One reason that religious coping may be important for our purposes here is that religion provides additional resources for physicians precisely because it can be the filter through which all of life falls, providing continuity and meaning for the flow of experiences (Berger 1990 ).
If a key buttressing force for medicine's present power and authority is the nearly unmitigated deployment of science (Light 2004; Porter 1993; Starr 1982 ), then we would expect a concurrent reduction of the "personal" in medical interactions-in favor of "just the facts" (Engel 1977 (Engel , 1980 Toombs 1987) . If religion is a strong piece of the physician's personal life, however, his or her view of the world could be problematic for or in conflict with their professional socialization as a physician. Indeed, identity struggles can be more prominent for medical students who are religious/spiritual as compared with those who are not (Balboni et al. 2015) . In fact, Catlin et al. (2008) find that pediatricians have diminished religiosity compared to when they were younger, and they speculate that professional socialization could be one potential cause for this decrease. Interestingly enough, Balboni et al. (2015) also find that nonreligious medical students are more prone to compartmentalizing professional experiences, erecting a sort of cognitive and emotional partition from the rest of their life. This experience of medical socialization fits with the ideas outlined above regarding the universalizing meaningmaking role of religion in some physicians' lives, which could counter such compartmentalizing.
How physicians cognitively connect their beliefs and professional work will matter for their patient interactions. Chatters (2000) , following work started by Pargament (1997) , outlines four different cognitive connections between religion and medicine: rejectionism, exclusivism, constructivism, and pluralism. Cadge and Ecklund (2009) propose similar constructs from interviews with pediatric oncologists about their response when asked by a patient or family to pray with them: participate in prayer with them, accommodate their request but not participate, reframe requests (e.g., Family: "will you pray for …."; Physician: "everyone will pray for …"), and re-direct the request to the family's pastor or the chaplain. Even though the boundaries between these constructs are likely to be porous, we can use them to begin to make sense of different cognitive connections between personal beliefs/values and professional beliefs/values.
Whether or not one's personal beliefs and values cross cognitive domains and impact professional role perceptions, beliefs, and values would likely depend on whether the personal beliefs are "deep" or "shallow" schemes (Johnson-Hanks et al. 2011) . If the religious beliefs are deeper and more universal in terms of the individual's worldview, then they are much more likely to be interwoven with his or her profession. The degree to which this has happened is also the degree to which the individual is likely to perceive the relevance of the one (religion) for the other (medical practice). It should be mentioned that training specifically targeted at spiritual care could also shift perceptions of relevance, as training is a key reason physicians provide or do not provide spiritual care, at least when it comes to end-of-life care .
Whether a single continuum of relevance and irrelevance of religion for one's medical practice exists or whether there are instead somewhat clear categories, such as those Chatters (2000) or Cadge and Ecklund (2009) defined, has yet to be shown, but we gain much by uncovering initial relationships between personal beliefs and orientations, especially with regard to perceptions of religion's relevance for medicine and clinical practice.
Religious and Spiritual (RAS) and Spiritual But Not Religious (SBNR).
We can, to begin with, outline here some expectations based on literature outlined thus far. RAS individuals will be personally invested in their beliefs, but these beliefs tend to be communally-tied affirmations.
This will imbue their beliefs with a more universal ontological position: it applies to all things and all people whether or not they also believe because the beliefs reflect something that is "real." This orientation presents a potential problem for RAS physicians because medicine is a scientific profession, often overlooking or regarding religious beliefs as irrelevant. This conflict between a deeply belief-informed worldview and their chosen profession will force more reflection than may otherwise be the case, creating a clearer connection between their beliefs and their profession if the belief-set is retained. In fact, Grossoehme et al. (2007) show that very religious and spiritual Christian pediatricians talk with patients more than other pediatricians about their own beliefs and practices as well as pray with them.
SBNR individuals, on the other hand, are personally invested in some belief, but the beliefs tend to be more individualistic, given that they shy away from creeds, formal statements of faith, and faith communities. There may also be decreased pressure for SBNR physicians to figure out how their own beliefs map onto their profession since their beliefs lack that universal quality. As a result, their inclusion of religious topics within medical interactions may not necessarily be the result of the relevance of their beliefs mapped onto their medical practice, as is likely the case for the RAS physicians.
If it is true that intrinsic religiosity is itself a religious motivational orientation for action (Hoge 1972) , then it should generally be related to increased relevance of religion for medicine and increased inclusion in clinical conversations. Related to this point, if intrinsic religiosity is primarily capturing personal religiosity/religion (Cohen and Hill 2007) , then it will likely account for much of the differences between the RAS and SBNR respondents in terms of religion's relevance for medicine and their resulting actions. The same is likely true for religious coping, as the more one uses religious tools to make sense of experiences, the more influential and relevant that specific schema is for other domains of one's life.
Religious But Not Spiritual (RBNS) and Not Religious or Spiritual (NROS).
There are fewer RBNS individuals than other religious/spiritual categories in the United States (Dougherty and Jang 2008) , and even fewer physicians tend to identify as "religious" than the general population (Catlin et al. 2008) . The religious schema for RBNS individuals may be shallower in the sense that it is more domain-specific. They may go to church and retain traditions, but those practices are contextualized within "religious" settings; people "do" religion in a different place than they "do" medicine. This also means that religion is likely not the primary frame by which they make sense of their reality since it does not undergird all of their life but occupies only one dimension. NROS individuals would be the most prone to reject and redirect any religious content because religion is not an interpretive lens in their own life and is therefore least relevant for medical practice compared to other orientations for them. Because religious or spiritual beliefs are not central for making sense of their experiences, they will tend to overlook the role religion may play in their patients' health.
DATA AND METHODS
The data for this study comes from two different sources. First, data about physician religious/spiritual orientations and beliefs as well as their patient interactions is from the Religion and Spirituality in Medicine: Physicians' Perspectives (RSMPP) survey. The RSMPP covers physicians' religious beliefs, patient interactions, and views regarding the role of religion in medicine (see Curlin et al. 2005 Curlin et al. , 2006 Curlin et al. , 2007 . The survey sample was a stratified random sample of 2,000 physicians from the American Medical Association Physician Masterfile age 65 and younger. The sample was stratified by physician specialty so as to oversample some medical specialties such as geriatrics, pediatric specialties, pulmonary, critical care, and psychiatry (Curlin et al. 2005) . The survey was a mailed, self-administered questionnaire sent out in 2003.
Respondents were mailed up to three questionnaires, with the third mailing including $20 to increase responses. Of the 2,000 potential respondents, 180 were no longer practicing or had incorrect addresses, leaving 1,820 eligible physicians and 1,144 final responses. The response rate for the survey was 63%, according to the American Association for Public Opinion Research (AAPOR) response rate definition 4, and did not differ by age, region, or whether the physician was board certified or not, although men and foreign medical graduates were slightly less likely to respond (Curlin et al. 2006 ; American Association for Public Opinion Research 2011).
Weights to account for this are included and used unless otherwise noted, and all presented analyses account for sample stratification. 
Analytic Method
The lavaan package for R was used throughout this analysis because while no latent variables were created and included, all of the following models are mediated path models (Yves 2012 ). All models were estimated using robust Huber-White standard errors and a Yuan-Bentler scaled test statistic because the dependent variables are not strictly normal and are also more categorical in nature than they are continuous in nature (Curran, West, and Finch 1996; White 1982; Yuan and Bentler 1998) . Model fit was evaluated using the root mean square error of approximation (RMSEA) and the standardized root mean square residual (SRMR), both of which reflect better model fit as they approach zero, as well as the comparative fit index (CFI) and Tucker-Lewis Index (TLI), which both reflect better model fits as they approach 1.0. The religious/spiritual orientations, intrinsic religiosity, and religious coping are introduced in a stepwise manner.
Variables
There are five different dependent variables in this analysis, all of which are self-reported physician responses to religious or spiritual topics in the clinical setting. All of them begin with the question, "When religious/spiritual issues come up in discussions with patients, how often do you respond in the following ways?" Respondents are offered six response options ranging from "never" to "always" or "does not apply." Each dependent variable is a different possible response to when patients bring up religion: "I listen carefully and empathetically," "I try to change the subject in a tactful way," "I encourage patients in their own religious/spiritual beliefs and practices," "I respectfully share my own religious ideas and experiences," and "I pray with the patient."
Both direct and indirect relationships are of interest here. The exogenous variables for the direct paths are the religious/spiritual typology discussed above. The present study follows the same four-part religious/spiritual typology I used in an earlier study with RSMPP data (Franzen 2014). RSMPP respondents were asked two questions: one about how religious they are and a second about how spiritual they are. Each question had four response categories indicating that they are either very religious/spiritual, moderately religious/spiritual, slightly religious/spiritual, or not religious/spiritual at all. The two affirmative and the two negative responses were collapsed and a two-by-two typology was created, allowing for the system of dummies reflecting SBNR, RAS, RBNS, and NROS.
The indirect relationship of interest focuses on the relationship of the religious/spiritual orientations and other religion measures with the physician responses meditated by their views regarding whether religiosity or spirituality impacts patient health. The survey question asked respondents: "How much influence do you think religion/spirituality has on patients' health?" There were five response options, ranging from "very much" to "very little to none." Additional religious measures were included in all models. I included the adjusted percent of people within the responding physician's county who are members at any given religious community or congregation (Finke and Scheitle 2005) . I also included a dichotomous measure as to whether or not the physician had ever had a religious or spiritual experience while practicing medicine that changed his or her life. If there was such an experience, the physician may be more likely to see the relevance of religion for medicine. I also included how often the respondent reported attending religious services, measured with a nine-point scale ranging from "never" to "several time a week." A measure for religious affiliation was included as a system of dummy variables, with no religious affiliation, Jewish affiliation, Catholic affiliation, and an "other" affiliation category compared with a Protestant affiliation. One measure reflecting religious coping was used as an additional way to get a sense of religion's pervasive presence in the physician's life. The question states: "Think about how you try to understand and deal with major problems in your life. To what extent is the following involved in the way you cope: I look to God for strength, support, and guidance." The response options ranged from "not at all" to "a great deal." Finally, a validated measure for intrinsic religiosity was used (Hoge 1972) . This was a combination of two measures: "I try hard to carry my religious beliefs over into all my other dealings in life" and "My whole approach to life is based on my religion." Both had response options ranging from "strongly disagree" to "strongly agree."
Additional demographic or structural measures included whether or not physicians reported any barriers to including religious or spiritual content in their clinical interactions with patients. This was a system of dichotomous variables with "insufficient time" used as the comparison category as it is the most common barrier (47% of the sample reported this barrier) (see also Koenig 2014). The list of barriers to choose from included: "general discomfort with discussing religious matters," "insufficient knowledge/training," "concern about offending patients," and "concern that my colleagues will disapprove." Whether or not physicians have received spiritual care training is an important factor in their ability or inclination to provide that care . I have included a measure reflecting this, with a question asking, "Have you had any formal training regarding religion/spirituality in medicine?" with options of a "yes" or "no" response. Because others have shown that medical specializations differ in their religiosity (Curlin et al. 2005; Franzen 2014) , I have included the respondent's primary specialty.
Family practice is used as the comparison category since family practice physicians tend to be more RAS or SBNR (Franzen 2014) and higher in intrinsic religiosity and religious coping (Curlin et al. 2005) . Other controls include whether or not the physician works within an academic setting, a faith-based setting, whether or not they are a resident, whether they are board certified, and whether or not they practice primary care medicine. Finally, I included their age at the time of taking the survey, and whether or not they are white, male, and live in the south. Table 1 shows the descriptive statistics and group mean differences for physician religious and spiritual orientations. Table 2 shows the Pearson's correlation coefficients between the key religion measures used here (religious/spiritual orientations, intrinsic religiosity, and religious coping) and the five physicians responses. We can see that respondents reporting RAS orientations also tend to have heightened reported levels of intrinsic religiosity as well as religious coping. Interestingly, both religious coping and intrinsic religiosity is negatively related to all of the other religious/spiritual orientations. RAS physicians always tend towards inclusion while SBNR physicians avoid playing an active role (avoiding sharing and praying). RBNS physicians are slightly unlikely to pray with patients, and NROS physicians tend towards avoiding all inclusion.
RESULTS
[Insert Table 1 about here] [Insert Table 2 about here] Figure 1 shows the general path model for all of the models shown in Tables 3 -7 [insert Figure 1 about here]
Direct Effects on the Mediation Measure
I first describe the direct effects on whether or not the physician thinks religion/spirituality impacts patient health because they are, as they should be, basically the same for all five physician actions (Tables 3 -7) . In terms of demographic factors, male respondents, those who are still residents, and those who are board certified are less likely to think that religion/spirituality impacts health outcomes. Living in the south is marginally (p < .1) tied to thinking religion/spirituality matters more often, but this effect is no longer present in Model 2 with the addition of intrinsic religiosity and religious coping. Physicians who practice a specialization within internal medicine are less likely to think that religion impacts the health of patients (Model 1). Once intrinsic religiosity and religious coping are added to the model, pediatricians are also marginally less likely to think religion impacts health (Model 2).
Attendance at religious services is consistently and positively associated with thinking religion/spirituality impacts health. Having had a spiritual experience while working is positively associated with thinking religion/spirituality impacts health until religious coping is introduced into the model. Religious coping is positively associated with this belief, and it is a strong association (when looking at the standardized betas within each model), followed closely by the effect of intrinsic religiosity. While there is some slight variation across the models, Catholic respondents are less likely than Protestants to think that religion/spirituality impacts health.
Finally, while the association between SBNR respondents and thinking religion/spirituality impacts health does not differ from RAS physicians in Model 2, RAS physicians are more likely to think this when compared with RBNS and NROS respondents.
[insert Table 3 about here] Table 3 shows the results for the models predicting whether or not the physician was willing to share his or her own religious ideas and experiences with patients. Model 1 shows the results prior to the addition of intrinsic religiosity and religious coping, and all three of the religious/spiritual orientation direct effects are significantly less likely to share with patients as compared with RAS physicians. The variance for all three religious/spiritual orientations is confounded by the addition of intrinsic religiosity and religious coping in Model 2. Religious coping is positively associated with sharing with patients and is also the strongest effect in the model when looking at the standardized betas. The next strongest effect in the model is the mediation measure-whether or not the physician thinks religion/spirituality impacts patient health. The third strongest effect in the model is the positive association with intrinsic religiosity.
Direct Effects on Physician Actions
Having had a spiritual experience while at work is positively associated with sharing, as is the barrier of being concerned about offending one's patients as compared to having insufficient time. Receiving training was positively associated with sharing as well. Almost all of the physician specializations are less prone to share beliefs with patients as compared with family practice physicians except for those claiming an internal medicine specialty and obstetrics. Those of a Jewish religious affiliation are less likely than Protestants to share their own beliefs, as are those who are older, work in an academic setting, and report that they lack training in dealing with religious/spiritual topics as compared to not having enough time. Overall, this model (Model 2) explains about 44% of the variance in whether a physician shares their own beliefs and experiences with their patients.
[insert Table 4 about here] Table 4 shows the models for whether or not the physician listens to the patient's religious/spiritual views. Overall, fewer of the variables were significant and this could be because physicians generally report being more willing to listen to patients (mean of 3.55 on a 4 point scale, with a standard deviation of only .66). Beginning with Model 1, none of the religious/spiritual orientations differ from RAS respondents. The mediation measure-thinking religion impacts health outcomes-is marginally significant (p = 0.6) and has a positive effect.
Respondents who were trained in attending to patients' religious/spiritual concerns is positively associated with listening to them, as is working in an academic institution. Older respondents and those who are generally uncomfortable with these types of interactions (as compared with not having enough time) are less likely to listen to patients' views. Possibly in line with their area of medicine, psychiatrists are more likely to listen to their patients' beliefs as compared with family medicine physicians. Overall this model (Model 2) explains about 12% of the variation in whether or not the physician listens to the patients' views.
[insert Table 5 about here] Table 5 shows the results for whether the physician tends to change the subject away from religious/spiritual topics. First, nearly the strongest effect in the model is that of the mediation measure, and it is an inverse relationship. Those who think that religion impacts health outcomes are less likely to change the subject when it comes up. Physicians who have religious/spiritual care training and those who are white, male, and board certified are all also less likely to change the subject. Physicians who report having no religious affiliation or an "other" affiliation (as compared to claiming a Protestant affiliation) and are either concerned they will offend their patient or are generally uncomfortable with these kinds of interactions (as compared with reporting a lack of time) are more likely to report that they tend to change the subject. Echoing Table 4 , psychiatrists are less likely to change the subject away from religion as compared with family practice doctors, but "other" specializations and those practicing obstetrics are more likely. This model (Model 2) explains about 24% of the variation in who will tend to change the subject.
[insert Table 6 about here]
Only the NROS religious/spiritual orientation is marginally (p <.1) associated with whether the physician encourages patients' religious/spiritual beliefs (Table 6 ), and they are less likely to do so as compared to RAS physicians. Physicians who report a higher level of religious coping are also marginally associated with encouraging their patients' beliefs more often. The strongest effect in the model is the positive association between thinking that religion impacts health outcomes and encouraging patients' religious beliefs. Finally, thinking that one's colleagues may disapprove if they encouraged their patients' beliefs was negatively associated with doing so as compared to those who report that they have a lack of time. Pediatricians and "other" specializations are less likely than those practicing family practice to encourage patient beliefs. This model (Model 2) explains about 13% of the variation in whether or not the physician tends to encourage the religious/spiritual beliefs of the patient.
[insert Table 7 about here] Finally, Table 7 shows the result for the models predicting whether or not the physician tends to pray with their patients or not. Only one of the religious/spiritual orientations (SBNR) was marginally negatively associated with praying with patients as compared to RAS physicians, but this association does not remain once intrinsic religiosity is added to the model. Once religious coping is added to the model, intrinsic religiosity is also no longer significant. Religious coping is positively related to praying with patients and is the strongest effect in the model. Close in terms of effect strength is the positive association of both having received training in spiritual care and thinking that religion impacts patient health outcomes. Having had a spiritual experience at work is also positively associated with praying with patients. All but an "other" religious affiliation are significant and are less likely to pray with patients as compared to those claiming a Protestant affiliation. Looking at the barrier measures, such as having a general discomfort with these interactions, thinking that one's colleagues will disapprove, or having some other barrier to providing spiritual care, we find that all are negatively associated with praying with patients as compared with reporting a lack of time. Again we see the propensity for passive engagement of psychiatrists because. while they are likely to listen (Table 4 and 5), they are unlikely to pray with patients as compared with family practice physicians, or pediatricians and internal medicine physicians. This model (Model 2) explains about 33% of the variation in whether or not the physician tends to pray with their patients.
Discussion and Conclusion
I have argued here that how a physician interacts with patients and what they see as pertinent within clinical interactions will be guided by their own biography and cognitive schemas that connect religion/spirituality to medicine and thereby imply perceived relevance to greater or lesser degrees. While patients often want their beliefs to be a part of their care (Koenig 2014) and almost all physicians support the idea of patient-centered care (Kitson et al. 2013 ), cultural mismatches between physicians and patients can prevent physicians from perceiving all patients' contributions or cultural backgrounds as relevant or helpful in medical interactions (Dubbin et al. 2013 ). To rephrase this, a physician's own beliefs, values, and experiences will drive what topics they think they need to discuss with their patients, potentially avoiding all topics outside of this horizon of relevance. How large or small this circle of relevance tends to be is of interest to medical care more generally, not specifically focusing on religious content. I have shown here that physicians' religious/spiritual orientations, practices, and experiences are indeed related to how they respond to religious topics in clinical settings.
Specifically, those physicians who more strongly affirm that they think religion/spirituality influences patient health consistently tend toward including that content, whether that be sharing their own beliefs, praying with patients, or just not changing the subject when beliefs are brought up. Connecting the relevance of religion with patient health mediates the relationship between the actions and many of the other religious measures in the present models. As argued above, one of the defining characteristics of being spiritual (both for RAS physicians as well as SBNR physicians) is the importance of the beliefs in the person's life; it is not simply a habitual practice or contextually bounded dimension of that person's life (you do "religious" stuff at "religious" places, for example). The link between greater importance of religion/spirituality in one's life and a deeper schematic relevance that crosses domains (from one's personal beliefs into their professional work, for example) (Johnson-Hanks et al. 2011) seems to be supported here as shown by the difference between SBNR physicians and RAS physicians no longer being present with the introduction of intrinsic religiosity. This is further supported by the significant and strong effect of religious coping. More than a century ago, Weber (1993) theorized that a key feature of religion is its ability to contextualize life experiences, especially struggles. This measure highlights, potentially more directly that others, some respondents' non-domain specific application of the relevance of God throughout all of their life, like a thin veneer applied to everything providing greater continuity to their disparate roles in life (Berger 1990 ).
One of the other more interesting relationships concerning whether or not the physician thinks religion matters for health outcomes is actually a lack of significance. Other work has shown the central importance of spiritual care training , and here it is also shown to exert an important direct effect on physicians' actions. What is interesting, however, is that training is not associated with thinking that religion impacts patient health. This means that training leads to greater inclusion but apparently not because of a shift in physicians' thinking religion/spirituality impacts the health outcomes of their patients. This may be an important point for patient-centered care. Dubbin et al. (2013) show that interactions between physicians and patients flow primarily from physicians' perceptions of what should be going on in the clinic, and they voice skepticism regarding how flexible this is by means of education because one's habitus flows primarily from social structural location (see also Bourdieu 1977) . However, our study demonstrates the importance of training for the inclusion of religion/spirituality in medical interactions, whether or not the physician thinks religion matters for health outcomes. Clearly this could be an indication that education can partially shift physicians' actions in clinical interactions toward greater patient-centered care, where inclusion of religiosity/spirituality is appropriate for that care.
Not all of the variance in the physicians' actions is mediated by the belief that religion impacts patients' health. Many of the final models (3 of 5) have additional variance explained by religious coping that is not mediated by thinking religion impacts health, with intrinsic religiosity also explaining some residual variance in one of the models. Two of the five outcomes show that Jewish respondents are less likely to engage with patients in this way as compared with Protestants, echoing previous findings (see Stern, Rasinski, and Curlin 2011) . Academic settings appear to be more related to passive engagement (listening to patients talk) than active engagement (sharing one's own beliefs). Elder-Vass (Archer and Elder-Vass 2012; Elder-Vass 2008) posits that perceptions of appropriate action will be tied back to a network of others who hold similar perceptions. Hints of this appear in the relationship of the barriers in the present findings: a concern of disapproving colleagues is negatively related to two of the three active forms of religious/spiritual engagement (encouraging patients and praying with them) as compared to not having enough time.
A final point tying patient-centered care back into the presented results draws upon Weberian themes of authority developed by Starr. Starr (1982:14) observes that there are two different types of authority at work within the clinical setting: cultural authority and social authority. The first is the ability to construct reality through definitions of fact and value while the second is the direction and control of another's actions through commands. This is important for medical care and for concepts of patient-centered care specifically because although these two types of authority may correlate with one another, they are not coterminous. If a physician is unable to help the patient make sense of his or her experiences and frame it as a medical issue that can be ameliorated with the provided instructions (Halpern 2001; Jutel 2011; McLaughlin 2005) , then there is little hope of that patient following those instructions. This matters for patient-centered care because if the patient is religious and makes sense of their world with those "tools" but their physician is not religious and doesn't at least acknowledge these tools as part of the illness experience, then the possibility of non-adherence increases. At the very least, it can be harder for the patient to merge their illness experience with the rest of their life (Marty 1982) .
Several important limitations to this study should be noted. First, I have used crosssectional data and while it makes sense that one's orientation and religious practices influence inclusion and not the other way around, only the association can be established here.
Additionally, the present findings rely on physicians' recall of clinical interactions and not the observation of those interactions or patients' report of those interactions. One other significant limitation that ought to be mentioned is the data used here is from 2003. While there is no better suited data available, much has changed in medical education and provision since 2003 that could alter the relationships presented here.
This study has brought up various potentially fruitful areas for further work on this topic.
One is the differences between active and passive inclusion of religion in clinical interactions.
When will a physician merely allow religion's presence and when will they engage with it? Second, structural factors in addition to cultural factors appear to be important and warrant further work. Third, it is not uncommon for patients to select which physician they see on an ongoing basis, even within a given practice, so a multilateral cultural selection process impacting clinical interactions would be highly valuable (Vaisey and Lizardo 2010) . One potential dimension of this could be how mismatched religious individuals (e.g., a Hindu physician and a Christian patient) relate to one another in terms of religiosity/spirituality. Finally, more work needs to be done on how or why different religious/spiritual orientations are connected with perceptions of clinical relevance. While the RAS orientation was associated with inclusion, as mediated by a cognitive connection between religion and health outcomes, the pattern for other orientations was not as clear. SBNR physicians appear to avoid taking an active role and NROS physicians appear to always avoid inclusion. 
